weak response after 10 days of ciclosporin and the immediate need to control the systemic disease. After 4 weeks, the patient was free of pustules but a slight erythema was still present. At week 14, the patient was free of lesions, and, after the 5th infusion, she requested the suspension of infliximab. Efa lizumab was reintroduced with the maintenance of the excellent results (PASI-100) until the last follow-up visit 100 weeks after the first infliximab infusion and 58 weeks from the second cycle of efalizumab ( fig. 2 ) . The generalized pustular eruption seen 5 weeks after the efalizumab withdrawal might be classified either as generalized pustular psoriasis (GPP), i.e. a rebound phenomenon after efalizumab suspension, or as a GPP relapse (second episode). We favour the rebound hypothesis because of the time of onset (5 weeks). In fact, rebound is defined as the development of new widespread pustular, erythrodermic or more inflammatory psoriasis lesions occurring within 8 weeks from treatment discontinuation in responding patients [2] . Approximately 13% of treated patients develop a rebound phenomenon [2] , although GPP after efalizumab withdrawal has rarely been reported. Gaylor and Duvic [3] reported a case of GPP occurring 2 weeks after efalizumab withdrawal, which may have been triggered by a concomitant herpes zoster infection.
In the January 2008 issue of Dermatology, Barde et al. [1] showed the feasibility of sequential therapy with infliximab and efalizumab in 5 patients. After 1 year, the results were not encouraging, and they concluded that further research was still needed. Herein, we report the case of a 49-year-old woman, with a 20-year history of severe chronic plaque psoriasis that was treated for several years with rotational topical therapy and phototherapy. In 2002, the patient was admitted because of a generalized eruption of sterile pustules associated with fever and malaise. Trigger factors were not found. The patient started therapy with acitretin (35 mg/day) with no improvement, and, after 4 weeks, ciclosporin was introduced at 4 mg/kg/day with complete clinical remission within 12 weeks. In May 2004, the classic plaque psoriasis reemerged, and the patient was admitted with a PASI of 32.3. Ciclosporin was reinitiated at 4 mg/kg/day with a partial response under PASI-50 after 8 weeks. At week 10, the dose was increased to 6 mg/kg/day with no improvement. After 4 weeks, we decided to introduce efalizumab at a conditioning dose of 0.7 mg/kg/week s.c. and subsequently at 1 mg/kg/week, with complete remission after 12 weeks. At week 20 of the efalizumab course, the patient spontaneously decided to withdraw therapy, and, 5 weeks later, a generalized pustular eruption accompanied by fever and dactylitis (severe onychodystrophy and paronychia on the 5th left finger, clinically resembling suppurative acrodermatitis of Hallopeau) was observed ( fig. 1 ) . No trigger factors were found. Infliximab therapy at 5 mg/kg/day i.v. was initiated in a regimen of 0, 2 and 6 weeks, with consecutive infusions every 8 weeks because of the Fig. 1 . Erythematous pustular eruption 5 weeks after efalizumab withdrawal. Fig. 2 . Complete response 42 weeks after the first infliximab infusion and 12 weeks after the second efalizumab course.
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Color version available online but, more interestingly, the maintenance of the complete response after the switch to efalizumab ('hit and run approach'). The rotational or sequential therapy with biologicals for psoriasis represents a new and not yet standardised approach; only few reports with different results are present in the literature regarding chronic plaque psoriasis, and, concerning GPP, a sequential therapy using infliximab and etanercept has been reported in only 1 patient by Weisenseel and Prinz [7] . The widest experience with 'hit and run therapy' (infliximab and efalizumab) was reported by Barde et al. [1] , including 5 patients with excellent initial responses to infliximab and failure during the long-term maintenance phase (after 6 months) with efalizumab. In contrast to Barde et al. [1] , our patient received 'hit and run therapy' with infliximab and efalizumab, with a previous history of complete response to efalizu mab; so, the response to efalizumab was confirmed in 2 different circumstances: the first time for the chronic plaque psoriasis unresponsive to ciclosporin, and the second time as maintenance therapy after infliximab. In our patient, the sequential therapy combined the fast onset of action of TNF-␣ -blocking antibodies with the long-term efficacy of the anti-CD11a antibodies, resulting in the rapid achievement of remission (without adverse events) with infliximab and the maintenance of the results (with a safe profile over time) with efalizumab. In our case, the sequential therapy with infliximab and efalizumab should be considered as a 'rescue' treatment for an efalizumab rebound phenomenon that manifested as a generalized pustular eruption in a patient previously responsive to efalizumab for chronic plaque psoriasis; this treatment experience should not be extended to pustular psoriasis in general. Further studies are needed to decide if efalizumab can be considered to be a good choice for rotational and/or sequential therapy.
